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Abstract
Introduction: Nutcracker syndrome (NCS) is caused by a compression of the left renal vein
between the aorta and the superior mesenteric artery (SMA). It results in left renal venous
hypertension, and the subsequent development of venous varicosities of the renal pelvis, ureter,
and gonadal vein.
Case presentation: A 21-year-old Chinese woman was admitted with a seven-month history of
unilateral severe hematuria. On admission, she was identified as having nutcracker syndrome. The
patient was treated with retroperitoneal laparoscopic donor nephrectomy and renal
autotransplantation. The patient underwent retroperitoneal laparoscopic donor nephrectomy
using a retroperitoneal three-port technique with ex vitro autograft repair and subsequent renal
autotransplantation into the iliac fossa. In order to shorten the hot ischemia time and improve the
patient's cosmetic outcome, a minor oblique incision in the left, lower quadrant was prepared in
advance of the laparoscopic donor nephrectomy for use as a site for the autograft to be procured
through the retroperitoneal space and as a transplant site for the autograft. Two days after the
operation, the patient's symptoms subsided. Serum creatinine before and after the operation were
53 mmol/L and 55 mmol/L, respectively. The patient had normal renal function during a follow-up
three months after the operation.
Conclusion:  The treatment of nutcracker syndrome by retroperitoneal laparoscopic
nephrectomy with ex vitro repair and autotransplantation is a simpler and less invasive procedure
than open surgery. Moreover, a minor incision on the left hypogastrium can shorten the autograft's
hot ischemic time and improve patients' cosmetic outcomes, especially in young women.
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Introduction
Nutcracker syndrome (NCS) is caused by a compression
of the left renal vein between the aorta and the superior
mesenteric artery (SMA) [1]. This results in left renal
venous hypertension and the subsequent development of
venous varicosities of the renal pelvis, ureter, and gonadal
vein. It is also called renal vein entrapment syndrome. The
phenomenon was first described in 1950. De Schepper
named this phenomenon 'Nutcracker Syndrome' in 1972
[2]. Normally, the left renal vein (LRV) passes anteriorly
across the abdominal aorta. But, in rare cases, the left
renal vein becomes located in a retro-aortic position, com-
pressed between the aorta and the vertebral column. The
condition that LRV is anterior to the abdominal aorta is
called anterior nutcracker syndrome. The other is called
posterior nutcracker syndrome [3].
The syndrome is manifested by unilateral hematuria, left
flank abdominal pain, and occasionally a varicocele
among men or abnormal menstruation among women.
Left renal venous hypertension may cause multiple symp-
toms [4,5].
This syndrome can only be diagnosed after excluding all
known causes of hematuria. A Doppler ultrasonic contrast
[6], computed tomography (CT) or magnetic resonance
angiography (MRA) [7] may be important for differential
diagnoses.
Different treatments have been proposed for this syn-
drome [1]. Here, we report our experience treating a
young woman with NCS through retroperitoneal laparo-
scopic nephrectomy and autotransplantation.
Case presentation
A 21-year-old Chinese woman was admitted with a seven-
month history of unilateral severe hematuria. In March
2008, urine analysis revealed that the patient had asymp-
tomatic microscopic hematuria. She was given oral antibi-
otics but, after one week of treatment, the patient's
symptoms persisted. In a follow-up after four months, the
patient still had hematuria. In July 2008, cystoscopy
showed blood oozing from the left ureteric orifice. Real
time ultrasonic imaging (duplex scanning) showed that
the angle between the abdominal aorta and superior
mesenteric artery was uncommonly sharp. The posterior
wall of the superior mesenteric artery was very close to the
anterior wall of the aorta. The inside diameter of the left
renal vein, at the point where it crosses the aorta and SMA,
was less than 2.0 mm. The highest peak velocity was
detected at this point. The inside diameter of the left renal
vein was 9.0 mm with lower peak velocity. The location of
both kidneys at erect position was 30 mm less than that of
the decubitus position. A CT was used for detecting the
anatomical relation of the LRV with the aorta and SMA.
The left renal vein was swelling and was compressed at the
point where it crossed between the aorta and SMA, while
the distal part of the point was strikingly expanded (Figure
1A and 1B). An IV urogram showed that the shape of both
the renal pelvis and renal calyces were clearly visible. No
pelvic or ureteral notching was identified. An excretory
phase image showed that the left proximal ureter was lat-
erally displaced (Figure 1C). A retrograde pyelogram
showed lobulated filling extravasate in the calyx at the
lower pole of the left kidney (Figure 1D). A CT angiogra-
phy showed the acute angle between the aorta (A) and
superior mesenteric artery (S) of this patient (Figure 1E).
The operation was performed with the patient under gen-
eral anesthesia. The patient was placed in a prostrate posi-
tion with an 8 cm, oblique incision in the left lower
quadrant as the site for autograft. The autograft was taken
out through a retroperitoneal tunnel after the laparo-
scopic nephrectomy was completed. Muscular layers of
the incision were sutured and the wound was temporarily
protected by membrane in order to maintain the normal
pressure of CO2 pneumoperitoneum.
Then the patient was turned over and placed in a lateral
decubitus position. A laparoscopic donor nephrectomy
was conducted as described previously [8]. A 2 cm inci-
sion on the posterior axillary line across the twelfth rib
costal margin in the left lumbar region was the first point.
The peritoneum was pushed away by finger to expose the
perirenal space. A balloon device for dilation of the retro-
peritoneum was inserted into the perirenal space, and 800
mL of air was pumped into the balloon to enlarge the per-
irenal space. After creating the pneumoperitoneum, a 25°
laparoscope was inserted above the midaxillary line,
across the spina iliaca. Additional working ports (5 mm)
were placed under the anterior axillary line across the elev-
enth rib costal margin (Figure 2). The kidney was exposed
by opening Gerota's fascia. The adrenal, lumbar, and
gonadal branches in the left renal vein were clipped and
transected. Along the inferior pole of the kidney, the left
ureter was clipped and transected until left ureter was
exposed over 12 cm long. The renal pedicle was dissected
to expose the left renal artery and renal veins. Then, the
renal artery was clipped by hem-o-lock and transected. A
similar maneuver was performed with the renal vein,
wholly freeing the kidney.
Donors received subcutaneous heparin after the opera-
tion. However, systemic anticoagulation was not
employed before clamping the renal vessels. After the
resected kidney was extracted through the oblique inci-
sion pre-prepared under the retroperitoneal tunnel, it was
placed immediately on crushed ice and flushed with iced
UW solution at 4°C. The kidney specimen was freed from
all adjacent fatty tissues. Following reconstruction of theJournal of Medical Case Reports 2009, 3:82 http://www.jmedicalcasereports.com/content/3/1/82
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A (pre-contrast) and B (post-contrast), Computer tomography (CT) angiography demonstrates compression of the left renal  vein between the aorta (A) and superior mesenteric artery (S) with the dilation of the distal part of the left renal vein on axial  cuts Figure 1
A (pre-contrast) and B (post-contrast), Computer tomography (CT) angiography demonstrates compression 
of the left renal vein between the aorta (A) and superior mesenteric artery (S) with the dilation of the distal 
part of the left renal vein on axial cuts. C, A retrograde pyelogram showed lobulated filling extravasate defects in calix at 
the lower pole of the left kidney. D, Excretory phase anterior volume rendered image shows tortuous, laterally displaced left 
proximal ureter (arrows) due to dilated varicose veins. E, A CT angiography demonstrates the acute angle between the aorta 
(A) and superior mesenteric artery (S) in this patient.Journal of Medical Case Reports 2009, 3:82 http://www.jmedicalcasereports.com/content/3/1/82
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renal vessels, an autograft was transplanted retroperito-
neally into the left iliac fossa. End-to-side anastomosis of
the renal vein and the left external iliac vein using 5-0
polypropylene suture and end-to-end anastomosis of the
renal artery and the divided left internal iliac artery using
6-0 polypropylene suture were completed, respectively.
Ureteric anastomosis was carried out by formal antireflux-
ive implantation to the bladder as an extravesical onlay
over a double J stent.
From incision to final wound closure, the overall time of
the surgery was nearly 200 minutes. The retroperitoneal
laparoscopic nephrectomy took almost 80 minutes. The
renal autotransplantation took 60 minutes. The hot
ischemia took 5 minutes, while the cold ischemia took 60
minutes. Total blood loss, as calculated from anesthesiol-
ogy charts, was less than 100 ml.
Two days after the operation, the patient's symptoms sub-
sided. Preoperative and postoperative serum creatinine
was 53 mmol/L and 55 mmol/L, respectively. The average
length of stay was eight days. Three months after the oper-
ation, an ultrasonic inspection and intravenous pyelogra-
phy studies revealed that the autograft functioned
normally, while a nephrogram indicated a normal infu-
sion by level of a glomerular filtration rate (GFR) of
autograft.
Discussion
Different treatment options have been proposed for this
syndrome, including follow-up, conservative treatment
and surgical therapy [1,9,10]. The common viewpoint for
management should be based on the age of the patient at
the onset of the disease [11]. For patients under 18-years-
old, follow-ups and conservative treatment are recom-
mended until collateral circulation establishment or a
superior mesenteric artery augmentation is achieved to
palliate the compression of the left renal vein between the
AO and SMA. If for two years after the conservative treat-
ment, the symptoms persist or complications such as ane-
mia, loin pain, varicocele and functional lesion in the
renal vein appear, surgical procedures are reasonable.
However, for adults 18-years-old and above, only after a
six-month medical treatment and after nutcracker syn-
drome is diagnosed can surgical procedures be recom-
mended.
The available surgical procedures include intra- or
extravascular stents and open surgical procedures.
Expandable metallic stents were first reported by Neste et
al. Now, a variety of stents can be deployed in the narrow
portion of the left renal vein, such as intravascular stent-
ing treatment for nutcracker syndrome [12-14]. Intravas-
cular stenting is a simple, micro-invasive, repetition
management procedure. Its shortcomings include venous
occlusion caused by fibromuscular hyperplasia, proximal
migration or embolization of the stents, and the need for
anticoagulation medication [15]. Extravascular stenting
using a ring-reinforced Polytetrafiuoroethylene (PTFE)
graft by open or laparoscopic surgery was tested in spo-
radic cases [12].
Open surgical procedures employed to rectify the prob-
lem include the transposition of left renal vein [16], trans-
position of the superior mesenteric artery [17], renal
autotransplantation [18] and gonadocaval bypass [19].
The transposition of the left renal vein is an efficient and
less complex surgical approach to treat anterior nutcracker
syndrome. Left renal vein transposition involves dividing
the left renal vein at its junction with the inferior vena
cava. It also involves the repair of the vena cava defect and
the re-anastomosis of the left renal vein to the inferior
vena cava at a lower level away from the superior
mesenteric artery. A transposition of the superior
mesenteric artery is based on similar surgical principles,
but is more difficulty compared to a left renal vein trans-
position. Vessel transpositions involve risks that include
bleeding, thrombosis and a paralytic ileus [20]. A throm-
bosis of the superior mesenteric arterial would be disas-
trous for patients undergoing this operation.
Renal autotransplantation has been used in the manage-
ment of renal vessel trauma, thrombosis, stenosis, and
aneurysms. It has also been advocated for ureteral avul-
sion, urothelial malignancy, renal calculus disease, renal
tumor, renal trauma, retroperitoneal fibrosis, and nut-
The conceptual diagram of three working ports of the retro- peritoneal laparoscopic nephrectomy Figure 2
The conceptual diagram of three working ports of 
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cracker syndrome [21]. Recent developments in micro-
invasive surgery have made laparoscopic donor nephrec-
tomy a more attractive technique option [22]. Currently,
despite the increasing number of case reports describing
such scenarios, the repair of nutcracker syndrome in
patients through laparoscopic donor nephrectomy and
autotransplantation is not well-described in the literature.
Laparoscopic donor nephrectomy was first carried out in
1995. In less than a decade, most centers adopted laparo-
scopic surgery. The conventional open approach to
autotransplantation requires either a large, single, midline
incision from the xiphoid process to the pubic symphysis
or two separate incisions: one flank incision to procure
the kidney, and another in the iliac fossa for transplanta-
tion. There is no doubt that this represents a considerable
disincentive to potential donors. Compared to the open
approach [23,24], laparoscopic nephrectomy and
autotransplantation are feasible and minimally invasive
alternatives. This approach avoids the need for an
extended abdominal or flank incision, resulting in less
postoperative morbidity without compromising the out-
come. A laparoscopic nephrectomy is also associated with
improved cosmesis, less postoperative discomfort, a
shorter hospital stay, and decreased convalescence.
In our case a woman with nutcracker syndrome was
treated with a retroperitoneal laparoscopic nephrectomy
with ex vitro autograft repair and autotransplantation.
Compared with a transperitoneal laparoscopic nephrec-
tomy and autotransplantation, our approach had only
one minor oblique incision in the iliac fossa both for the
autograft to be procured through and for transplantation.
Moreover, using only a small incision on the left hypogas-
trium can improve the cosmetic outcome of patients and
may be well-accepted by patients, especially young
women. In order to shorten the hot ischemic time of the
autograft, the oblique incision had to be prepared in
advance of the laparoscopic nephrectomy. Operation in a
restricted retroperitoneal working space led to a shorter
operation time and a lower chance of lesions in intraperi-
toneal organs. With no need of blood vessel manipula-
tion, there was no risk of thrombosis. Postoperative
anticoagulation medication was not needed and the cost
of the surgery was reduced. This approach resulted in a
faster recovery, less fatigue, and better quality of life for
the donor.
With no accepted protocol for nutcracker syndrome
repair, retroperitoneal laparoscopic donor nephrectomy
and renal autotransplantation should be determined on a
case-by-case basis. Based on the advantages of retroperito-
neal laparoscopic surgery, this approach should become a
standard method for nutcracker syndrome repair. From
our experience, during renal allotransplantation [25], care
must be taken to avoid irreversible ischemic injury of the
patient's kidney autograft to prevent long-term graft dam-
age.
Conclusion
Treatment of nutcracker syndrome through retroperito-
neal laparoscopic nephrectomy with ex vitro repair and
autotransplantation is a simpler and more micro-invasive
procedure than open surgery. Moreover, a minor incision
on the left hypogastrium can shorten the hot ischemic
time of the autograft and improve the patient's cosmetic
outcome, especially young women.
Abbreviations
NCS: Nutcracker syndrome; AO: the aorta; SMA: superior
mesenteric artery; LRV: left renal vein; MRA: magnetic res-
onance angiography; IV: intravenous; GFR: glomerular fil-
tration rate; PTFE: Polytetrafiuoroethylene; CT: computer
tomography.
Competing interests
The authors declare that they have no competing interests.
Consent
Written informed consent was obtained from the parents
of the patient for the publication of this case report and
any accompanying images. A copy of the written consent
is available for review by the Editor-in-Chief of this jour-
nal.
Authors' contributions
DX, YL, GY and LZ managed the patient and reviewed the
literature. JC and JW were the main writers of the manu-
script. YZ moderated the manuscript. All authors read and
approved the final manuscript.
Acknowledgements
The urologic surgeons, Prof Liming Wang and Yacheng Yao, PhD, MD, con-
tributed some work to our multidisciplinary team approach.
References
1. Ahmed K, Sampath R, Khan MS: Current trends in the diagnosis
and management of renal nutcracker syndrome: a review.
Eur J Vasc Endovasc Surg 2006, 31:410-416.
2. De Schepper A: Nutcracker phenomenon of the renal vein
causing left renal vein pathology.  J Belg Rad 1972, 55:507-511.
3. Lau JLT, Lo R, Chan FL, Wong KK: The posterior nutcracker.
Haematuria secondary to retroaortic left renal vein.  Urology
1986, 28:437-438.
4. Trambert JJ, Rabin AM, Weiss KL, Tein AB: Pericaliceal varices
due to the nutcracker phenomenon.  AJR 1990, 154:305-306.
5. Scholbach T: From the nutcracker-phenomenon of the left
renal vein to the midline congestion syndrome as a cause of
migraine, headache, back and abdominal pain and functional
disorders of pelvic organs.  Medical Hypotheses 2007,
68:1318-1327.
6. Jae S, Jee MP, Jae SL, Myung JK: Effect of renal Doppler ultra-
sound on the detection of nutcracker syndrome in children
with hematuria.  Eur J Pediatr 2007, 166:399-404.Publish with BioMed Central    and   every 
scientist can read your work free of charge
"BioMed Central will be the most significant development for 
disseminating the results of biomedical research in our lifetime."
Sir Paul Nurse, Cancer Research UK
Your research papers will be:
available free of charge to the entire biomedical community
peer reviewed and published  immediately upon acceptance
cited in PubMed and archived on PubMed Central 
yours — you keep the copyright
Submit your manuscript here:
http://www.biomedcentral.com/info/publishing_adv.asp
BioMedcentral
Journal of Medical Case Reports 2009, 3:82 http://www.jmedicalcasereports.com/content/3/1/82
Page 6 of 6
(page number not for citation purposes)
7. Kawamoto S, Horton K, Fishman E: Nutcracker phenomenon
demonstrated by multidetector computed tomography with
three-dimensional imaging.  Urology 2008, 71(2):227-229.
8. Danfeng X, Yi G, Xu Z, Ming Q, Youhua Z: Laparoscopic living
donor nephrectomy with 5 cases reports.  Clinic J Urol of China
2004, 19(9):519-520.
9. Hohenfellner M, Steinbach F, Schultz-Lampel D, Schantzen W, Walter
K, Cramer BM, Thüroff JW, Hohenfellner R: The nutcracker syn-
drome: new aspects of pathophysiology, diagnosis and treat-
ment.  J Urol 1991, 146:685-688.
10. Steinbach F, Stein R, Hohenfeller M, Thüroff JW, Hoehenfellner R:
Surgery technique of nutcracker syndrome.  In Innovation in
Urologic Surgery Shanghai: Shanghai Science and Technology Publishing
Press; 2000. 
11. Takemura T, Iwasa H, Yamamoto S, Hino S, Fukushima K, Isokawa S,
Okada M, Yoshioka K: Clinical and radiological features in four
adolescents with nutcracker syndrome.  Pediatr Nephrol 2000,
14:1002-1005.
12. Barnes R, Fleisher Hr, Redman J, Smith JW, Harshfield DL, Ferris EJ:
Mesoaortic compression of the left renal vein (the so-called
nutcracker syndrome): repair by a new stenting procedure.
J Vasc Surg 1988, 8:415-421.
13. Segawa N, Azuma H, Iwamoto Y, Sakamoto T, Suzuki T, Yamamoto
K, Shimizu T, Kichikawa K, Katsuoka Y: Expandable metallic stent
placement for nutcracker phenomenon.  Urology 1999,
53:631-633.
14. Takahashi Y, Sano A, Matsuo M: An effective "transluminal bal-
loon angioplasty" therapy for pediatric chronic fatigue syn-
drome with nutcracker phenomenon.  Clin Nephrol 2000,
53:77-78.
15. Hartung O, Grisoli D, Boufi M, Marani M, Hakam Z, Barthelemy P,
Alimi Y: Endovascular stenting in the treatment of pelvic vein
congestion caused by nutcracker syndrome: Lessons learned
from the first five cases.  J Vasc Surg 2005, 42:275-280.
16. Stewart BH, Reiman G: Left renal venous hypertension "nut-
cracker" syndrome: managed by direct renocaval reimplan-
tation.  Urology 1982, 20:365-369.
17. Thompson P, Darling RR, Chang B, Shah DM, Leather RP: A case of
nutcracker syndrome: treatment by mesoaortic transposi-
tion.  J Vasc Surg 1992, 16:663-665.
18. Chuang C, Chu S, Lai P: The nutcracker syndrome managed by
autotransplantation.  J Urol 1997, 157:1833-1834.
19. El Sadr AR, Mina A: Anatomical and surgical aspects in the
operative management of varicoceles.  Urol Cut Rev 1950,
54:257-262.
20. Hohenfellner M, D'Elia G, Hampel C, Dahms S, Thu Roff J: Transpo-
sition of the left renal vein for treatment of the nutcracker
phenomenon: long-term follow-up.  Urology 2002,
59(3):354-357.
21. Langer R, Perner F: Autotransplantation  of the kidney 100
years after Imre Ullmann's pioneering operation.  Orv Hetil
2003, 144(23):1115-1119.
22. Reichelt O, Borkowetz A, Chyhrai A, Tanovic E, Weirich T, Müller T,
Schubert H, Schubert J: Preparation for clinical introduction of
advanced laparoscopic procedures: Laparoscopic renal
autotransplantation.  Urologe 2008, 47(10):1339-1346.
23. Flowers J, Jacobs S, Cho E, Morton A, Rosenberger WF, Evans D,
Imbembo AL, Bartlett ST: Comparison of open and laparoscopic
live donor nephrectomy.  Annals of surgery 1997, 226(4):483-490.
24. Nogueira JM, Cangro CB, Fink JC, Schweitzer E, Wiland A, Klassen D,
Gardner J, Flowers J, Jacobs S, Cho E: A comparison of recipient
renal outcomes with laparoscopic versus open live donor
nephrectomy.  Transplantation 1999, 67(5):722-728.
25. Qi J, Min Z, Zhu Y, Liu Y, Lu J, Wang L, Wang W, Ren J, Zheng J, Xu
D, Zhou M, Yao Y, Gao Y: Cadaver renal transplantation and
multivariate analysis for graft survival: a clinical review of
2016 cases.  China J Surg (Eng) 2002, 40(4):241-244.